Contents
Page
Executive Summary
v
Introduction

1
Module 1:  Making the Case for Asthma Care Quality Improvement
5

The Need  for Asthma Care Quality Improvement
5

The Quality Improvement Opportunity
15

Estimating the Costs of Asthma Care and Potential Savings From Quality Improvement
18
Module 2:  A Framework for State-Led Quality Improvement
26
Quality Health Care and the Quality Improvement Movement
26
A Strategic Role for States
27
Developing a Framework for State-Led Quality Improvement
27
Information Resources for Quality Improvement
35

Module 3:  Learning From Current State Quality Improvement Efforts
39
Current State Efforts To Improve the Quality of Asthma Care
39
Module 4:  Measuring Quality of Care for Asthma
49
Quality Measurement
49

Multiple Dimensions of Quality for Asthma Care 
52

Data Sources for Asthma Quality of Care 
55
Using Benchmarks To Develop State Performance Estimates
59

Factors That Affect Quality of Asthma Care 
66

Module 5:  Moving Ahead – Implications for State Action
74
References

77

Appendixes:

A. Acronyms Used in This Resource Guide
83
B. Medicaid Spending on Asthma by State 
85
C. National and State Asthma Programs
92
D. Asthma Measures
104
E. BRFSS Measures, Data, and Benchmarks
113
F. Other Asthma-Related Data Sources
132
G. Benchmarks From the NHQR
139
H. Information on Statistical Significance
141
List of Text Tables and Figures
Figures
1.1
Children and all ages: Twelve month asthma prevalence 1980-1996, lifetime diagnosis and      12-month attack prevalence 1997-2003, and current prevalence 2001-2003  
8

1.2
   Asthma hospitalizations per 100,000 population, 2001  
14

2.1
   State-led quality improvement—Stage 1  
32
2.2
   State-led quality improvement—Stages 1 and 2  
33
2.3
   Complete State-led quality improvement framework—Stages 1, 2, and 3  
34

4.1    Six quality measures for asthma: National average, best-in-class average, and State 


   variation, by region, 2003
61
4.2
Percent of adults with asthma with routine checkups, medications, urgent care visits, and emergency room visits, 2003: Maryland compared to benchmarks  
62
4.3
Percent of adults with asthma with routine checkups, medications, urgent care visits, and emergency room visits, 2003: Michigan compared to benchmarks  
63
4.4
Percent of adults with asthma with routine checkups, medications, urgent care visits, and emergency room visits, 2003: New Jersey compared to benchmarks  
64
4.5
Percent of adults with asthma with routine checkups, medications, urgent care visits, and emergency room visits, 2003: Vermont compared to benchmarks  
65
4.6
Factors that affect disease process and outcome measures  
67
Text tables
1.1
Lifetime asthma prevalence for adults (number of cases per 100 population), by State,   2000-2003  
10
1.2
Potential for improvement: Percent of asthma hospitalizations that would need to be 


   reduced  to achieve best-in-class performance, by State and age group, 2001  
11

1.3   Estimate of indirect, direct and total cost burden of asthma, by State, for 50 States, District of Columbia, and Puerto Rico, 2003
20

1.4
Medicaid eligible population and estimated asthma prevalence and expenditures for  medical care for age groups 0-18, 19-64, and 65 and over, by State, 2003
21
4.1
  Dimensions of asthma care measurement
53

4.2
Six quality measures for asthma: National average, best-in-class average, and poorest  performing average, 2003
56

4.3
  Asthma hospitalizations by race/ethnicity and community income, United States, 2001
68

PAGE  
viii

